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Maintaining intervention fidelity should be part of any programmatic quality assurance (QA)
plan and is often a licensure requirement. However, fidelity checklists designed by original
program developers are often lengthy, which makes compliance difficult once programs
become widely disseminated in the field. As a case example, we used Stanford’s origi-
nal Chronic Disease Self-Management Program (CDSMP) fidelity checklist of 157 items to
demonstrate heuristic procedures for generating shorter fidelity checklists. Using an expert
consensus approach, we sought feedback from active master trainers registered with
the Stanford University Patient Education Research Center about which items were most
essential to, and also feasible for, assessing fidelity.We conducted three sequential surveys
and one expert group-teleconference call. Three versions of the fidelity checklist were cre-
ated using different statistical and methodological criteria. In a final group-teleconference
call with seven national experts, there was unanimous agreement that all three final ver-
sions (e.g., a 34-item version, a 20-item version, and a 12-item version) should be made
available because the purpose and resources for administering a checklist might vary from
one setting to another. This study highlights the methodology used to generate shorter
versions of a fidelity checklist, which has potential to inform future QA efforts for this and
other evidence-based programs (EBP) for older adults delivered in community settings.
With CDSMP and other EBP, it is important to differentiate between program fidelity as
mandated by program developers for licensure, and intervention fidelity tools for providing
an “at-a-glance” snapshot of the level of compliance to selected program indicators.
Keywords: intervention fidelity, quality assurance, Chronic Disease Self-Management Program, aging, evidence-
based programs, expert consensus
INTRODUCTION
Chronic conditions have received nationwide attention because
of their adverse impact on individuals’ daily functioning, social
interaction, and self-reported quality of life (1) as well as their
association with rising healthcare costs (2). Self-management has
been viewed as a key factor enabling patients to deal with the
everyday challenges of chronic conditions through medical, emo-
tional, and/or role management (3, 4). Despite national calls for
more attention to public health strategies that empower Ameri-
cans to be more involved in their own health (5), many Americans
do not inherently possess the skills for actively engaging in self-
management behaviors that can help ameliorate the effects of
living with chronic diseases.
Evidence-based programs such as the Chronic Disease Self-
Management Program (CDSMP) have gained national and inter-
national recognition for helping people with chronic conditions
learn self-management skills (6, 7). While positive outcomes of
CDSMP have been well documented (8), less is known about
the actual implementation processes at the state or national level
other than gross indicators of program completion or adherence
to recommendations regarding class size (9, 10). Thus, the pri-
mary purpose of this project was to address intervention fidelity
and describe a methodological approach to streamline a fidelity
checklist. As a heuristic example, we used the fidelity checklist
contained within the CDSMP Fidelity Toolkit (11). A secondary
purpose of this project was to use this methodological process
to evoke expert opinions about how leaders in the aging services
field view the fidelity and quality assurance (QA) processes. As a
note, we will consistently use “intervention” fidelity throughout
the current study because we focus on a fidelity checklist assess-
ing processes beyond the program itself (e.g., training, before the
program, after the program, and evaluation).
PUBLIC HEALTH INITIATIVES AND EVALUATIONS
The U.S. Administration on Aging (AoA) Evidence-Based Disease
Prevention Grant Programs, initiated in 2003, have stimulated the
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development and implementation of evidence-based programs
(EBP) for seniors, which dispel earlier myths that health pro-
motion efforts were futile in older populations (12). With this
greater national appreciation for the potential of evidence-based
health promotion programing for improving health and function-
ing among older adults, the research questions have shifted from
“do we know what works?” to “can we do what is known to work?”
This change in focus is now seen with service providers having
ready access to a growing list of EBP, which have been widely tested
in community and clinical settings and within the aging services
network (13, 14).
Yet, the translation of scientifically tested research findings to
community-based programs is often slow, fragmented, and sub-
ject to speculation by the practitioner community (15). As more
EBP are offered by diverse host agencies in more diverse commu-
nities, evidence is mounting that their successful dissemination
occurs sporadically (15–18). Translational research is coming of
age, and models such as RE-AIM are being formulated to serve
as guiding frameworks for planning implementation efforts and
evaluating the public health impacts of EBP (19–21). More specif-
ically, the RE-AIM framework seeks to identify and overcome the
challenges facing program planners and practitioners when mov-
ing an EBP from the research setting in which it was developed
to the less-than-perfect, resource-limited, and real-world practice
environment (19–22).
The RE-AIM framework contains the following five key ele-
ments: reach, effectiveness, adoption, implementation, and main-
tenance (21, 23). Some studies examine all five elements, while
others examine outcomes using one or two key elements (16).
Our current study focuses on the “I” in RE-AIM, program imple-
mentation processes, specifically fidelity monitoring, which can
be neglected because of funding and logistic issues in large-scale
community-based disease prevention efforts for older adults.
INTERVENTION FIDELITY
As EBP become widely disseminated, there has been growing atten-
tion to program fidelity in implementation science (16). In terms
of translational research, there has been a strong programmatic
emphasis on fidelity, which can be defined as the adherence of
actual treatment delivery to the protocol originally developed (24).
A breach in intervention fidelity, defined as the adherent and com-
petent delivery of an intervention by the interventionists (e.g.,
trainers, course leaders, and program coordinators) as set forth
in the intervention manual (25), threatens licensure and makes it
difficult to interpret study results. For example, if the program is
not delivered as intended, it is difficult to know if the resulting
health outcomes can be attributed to receipt of the intervention
or to some other variation in the intervention’s delivery (26).
While maintaining fidelity during program implementation is
essential, ensuring the feasibility of monitoring fidelity is also
important, especially for organizations with relatively limited
capacity to administer the intervention (27). Fidelity to treat-
ment or intervention delivery is one subset of overall treatment
fidelity (28) and has often been monitored through observation,
interviews, self-assessed fidelity checklists, and pairing of trained
facilitators (26). Recent articles have highlighted the importance
of having high resource commitment to better monitor fidelity in
evidence-based health promotion programs such as CDSMP (29)
or EnhanceFitness (30).
STRATEGIES FOR ENSURING CDSMP PROGRAM FIDELITY
Programmatic adherence to implementation aspects of CDSMP is
supported by a centralized training and certification system that
provides for scripted small-group and participatory workshops
(2.5 h a week for 6 consecutive weeks) focused on self-management
strategies that provide medical, emotional, and role management
skills (4). In regard to the training and certification system, it is
noted that there are three hierarchical levels of trainers (31). First,
a person can be a certified (lay) leader when she or he completes
4-day Leader Training and facilitates one 6-week workshop within
12 months from the training date. Second, master trainer certifi-
cation can be obtained when a person completes 4.5-day Master
Training and facilitates two 6-week workshops within 12 months
of completion of training. Third, a person can be a T-Trainer when
she or he completes 4.5-day apprenticeship under supervision of
a Stanford approved certifying T-Trainer and conducts at least
one Master Training within 12 months completion. In addition,
the program coordinator is another important workforce mem-
ber who plays a key role in implementing CDSMP. The program
coordinator, who may be a master trainer or lay leader, typi-
cally engages in a variety of tasks such as: identifying community
partners, recruiting and supervising workshop leaders and par-
ticipants, arranging for workshop sites, monitoring intervention
fidelity, and evaluating program processes and outcomes (32).
A standardized resource material (e.g., the program guide “Liv-
ing a Healthy Life with Chronic Conditions” revised in 2012)
(4) helps provide general guidance behind the theory and activ-
ities. An implementation manual provides more detailed guid-
ance to trainers (33), and a fidelity manual outlines mandatory
program requirements. The 2010 CDSMP Fidelity Toolkit (11)
contains a fidelity checklist with key aspects listed in the follow-
ing link: http://patienteducation.stanford.edu/licensing/Fidelity_
ToolKit2010.pdf . This fidelity checklist as part of the Toolkit is
called “Must Do’s Fidelity Checklist” and provides guidance for
personnel with regard to the implementation of CDSMP (e.g.,
program coordinators, leaders, master trainers, or T-trainers). Per-
sonnel are advised to go through the list and check “Yes” for all the
items they are currently doing, and are encouraged to incorporate
these items with their fidelity plan for the future if they are not able
to implement the entire fidelity task right away. These 157 items
are chronologically categorized under 7 headings (16 subheadings
or blocks): (1) personnel; (2) delivery before training; (3) fidelity
during training; (4) fidelity after training; (5) fidelity during work-
shops; (6) fidelity for leaders and master trainer retention; and (7)
fidelity after workshops. Each heading was further divided into a
couple of subheadings.
Implementing EBP can require detailed monitoring and track-
ing information, placing substantial administrative burdens on
program coordinators (15). As such, shorter fidelity tools were
developed by some states implementing CDSMP including Mis-
souri1 and New Jersey2. However, none of these fidelity tools
1http://www.ncoa.org/chamodules/documents/MOCDSMPQITool.pdf
2http://www.ncoa.org/chamodules/documents/NJ_PeerLeaderChecklist.doc
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Table 1 | Four rounds to streamline CDSMP fidelity checklists (original 157 items).
Round Methods Reduction criteria Number of participants Number of items left
One Survey Items related to master trainer training (T-training)/language
literacy
114 master trainers 148
Items that did not meet either statistical or practical
approaches
114 master trainers 116
Two Survey Items not ranked “very high” in “feasibility” step and not
selected as part of a predetermined number of items in
“endorsement” step
47 master trainers 34/20/12
Three Survey Items not related to their perceptions about the most critical
items for assessing program fidelity
7 experts 34
Four Conference call Version selection based on organizational resources 7 experts 34a/20/12
aMost preferred.
was systematically tested. In our role as technical advisors to the
AoA Evidence-Based Disease Prevention Grant Programs, we were
asked to explore methods for streamlining a fidelity checklist (e.g.,
CDSMP) and use these methodological processes to seek expert
opinions about how leaders in the aging services field view the
fidelity and QA processes.
MATERIALS AND METHODS
The expert consensus method refers to a multi-phase approach
for statistically analyzing pooled opinions that minimizes biases
inherent in other systems of summarizing expert viewpoints (34,
35). We used this method to gather and analyze expert opinion
on streamlining the 157-item CDSMP fidelity checklist in 2010–
2011. We employed three rounds of data collection using Qualtrics
software (36) to streamline the original 157-item CDSMP fidelity
checklist without losing essential fidelity items but improving fea-
sibility of administration. As a final effort, we held a telephone
conference to solicit expert opinion for making final recommen-
dations regarding the use of fidelity checklists. Table 1 displays
these four rounds of checklist streamlining and the number of
items remaining after each round. Human Subjects approval was
obtained from the Texas A&M University Institutional Review
Board.
PARTICIPANTS
As the credentialing unit, the Stanford University Patient Educa-
tion Research Center compiles a list of all CDSMP master trainers
and manages a listserv for exchange of information. Using this
distribution list, we invited all active master trainers in 2010 to
participate in our study. In Round One, we collected 119 responses
(114 master trainers, 5 others), where 5 responses were elimi-
nated from the final analysis since they were not master trainers.
Twenty-six out of 114 were both master trainers and program
coordinators. Out of these 114 master trainers, 47 agreed to par-
ticipate in the second survey. In Round Two, 24 out of 47 master
trainers responded to the survey (51% response rate). From this
group,nine master trainers were willing to respond to the third sur-
vey. In Round Three, seven out of nine master trainers responded
to the third survey (78% response rate). In Round Four, eight out
of nine master trainers from Round Three agreed to participate in
a telephone conference to obtain feedback, advice, and concerns
from their experiences delivering and overseeing programs. In this
last round, seven of out of eight experts were able to join the group-
teleconference call with the study team. Each of the four rounds to
streamline the CDSMP fidelity checklist contained multiple steps
as shown below.
ROUND ONE: STREAMLINING THE ORIGINAL CSDMP BY “ENSURING”
THE OVERALL FIDELITY OF CDSMP
Survey process
The survey in Round One was conducted in November and
December 2010 with master trainers (n= 114) who identified
through the Stanford CDSMP master trainer listserv. These experts
helped us identify the items in the original 157-item CDSMP
fidelity checklist, which they believed to be most important to
ensuring the overall fidelity of the program. Participants were
asked to rank statements on a scale of one (least important) to
five (most important). During this initial step, we eliminated 8
items related to master trainer training and another item referring
to language literacy, which resulted in an initial portfolio of 148
unique items to consider. To obtain the most relevant information
from participants, the survey included skip patterns that presented
participants with a list of items most appropriate to them based on
their roles (i.e., master trainers or master trainers/program coor-
dinators). Because of their universal relevance, some items were
presented to every group.
Reduction criteria
To streamline the CDSMP fidelity checklist, we used both statisti-
cal and practical approaches based upon participants’ ranking of
each checklist item. First, the statistical approach involved elimi-
nating items based on their distance from the mean score. Because
of testing the statistical significance of multiple comparisons, we
used the Bonferroni technique by adjusting the significance level
(0.05) to avoid the risk of Type I error (37). Second, the practi-
cal version involved selecting only those responses that were rated
as four or five in terms of importance. We eliminated any items
that “failed” to meet criteria for either the statistical or practical
cut-offs. For instance, there were 26 items in a question block (or
subheading) asking the importance of fidelity before lay leader
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training. Relying on the statistical approach, the mean of these
items was 4.15, and the adjusted significance level for this question
block was 0.0019 (i.e., 0.05÷26). This process helped us identify
six items that showed significantly lower importance ratings rela-
tive to the mean after adjusting multiple comparisons. In the same
question block, the practical approach helped us identify another
six items that were not rated as four or five. Of the 12 items iden-
tified for elimination, 2 items were mutually exclusive and 5 items
were common to both the statistical and practical approaches.
Thus, we were able to eliminate seven items that failed to meet the
statistical or practical cutoff. In other question blocks (e.g., fidelity
during workshops), we continued to use both approaches to elim-
inate items that failed to meet the statistical criteria or the practical
criteria and we were able to delete 32 (22%) out of 148 checklist
items. At the conclusion of Round One, we asked for volunteers to
complete a second survey used to continue this expert consensus
process.
ROUND TWO: STREAMLINING THE ORIGINAL CDSMP BY
ASCERTAINING “FEASIBILITY” OF ADMINISTRATION AND
“ENDORSEMENT” OF PREDETERMINED NUMBER OF ITEMS
Survey process
The second survey was conducted in June 2011. In this round,
we solicited the opinions of the 47 master trainers who agreed to
participate after Round One. Round Two involved asking partici-
pants to provide feedback via a two-step process that assessed both
“feasibility” and “endorsement.” The first step asked master train-
ers to rank how feasible they think it is to monitor each fidelity
checklist item. Feasibility response categories included “not at all,”
“somewhat,” and “very high.” Based on the items identified as hav-
ing “very high” feasibility in the first step, the master trainers were
then asked to select a predetermined number of items (total 34)
from each question block that they would endorse for inclusion
in the final, shorter fidelity checklist versions. We had 24 master
trainers respond to our second survey, resulting in a 51% response
rate.
Reduction criteria
Employing the practical methodology based on the feasibility and
endorsement responses,we were able to generate a shorter Fidelity-
12 checklist (12 items), a medium-length Fidelity-20 checklist (20
items), and a longer version Fidelity-34 checklist (34 items). First,
we calculated the percent of participants who endorsed each item
relative to the total number of endorsements received for each
question block (using a scale from 0 to 100%). We also calculated
the percent of participants who endorsed each item received rela-
tive to the total number of feasibility ratings of “very high” (using
a scale from 0 to 100%). The aggregate of this process was assessed
on a combined scale of 0–200%. Fidelity-34 included 34 items that
received the highest aggregate numbers of each question block (1,
2, or 3 items based on number of items in each question block).
Due to our desire to streamline the checklist further, we selected
only items with scores of 90 and 100 as cut-points on the combined
0–200 scale. Fidelity-20 (90 as a cut-off) included 20 items while
Fidelity-12 (100 as a cut-off) included 12 items. At the conclusion
of Round Two, 9 out of 24 master trainers agreed to participate in
the survey in Round Three.
ROUND THREE: FINALIZING THE SHORTENED CDSMP FIDELITY
CHECKLISTS
We surveyed nine experts to review the three shortened versions of
the fidelity checklist and to help us address some remaining ques-
tions related to their perceptions about the most critical items for
assessing intervention fidelity using Fidelity-34 as the referent. We
had seven experts respond to the short survey, and the response
rate was 78%. A report of findings was prepared indicating that
Fidelity-34 was the one that experts felt best balanced the inclusion
of key fidelity items with the feasibility of administration.
ROUND FOUR: CONFIRMING THE NECESSITY OF A SHORTER CDSMP
FIDELITY CHECKLIST
We held a telephone conference with seven experts identified in
Round Three to report on our findings and solicit expert opin-
ion regarding the use of fidelity checklists. This conference call
was critically important for obtaining feedback and advice from
those with experience in delivering and overseeing programs. The
experts confirmed a preference for Fidelity-34, but felt that the
other two shorter versions should be available since the purpose
and resources for administering the fidelity checklist might vary
from one setting to another.
EXPERT CONSENSUS RESULTS: SUMMARY RECOMMENDATIONS
Table 2 displays the three versions of the CDSMP fidelity checklist
(i.e., Fideity-12, Fidelity-20, and Fidelity-34). To sum up these
streamlining processes, we included 14 question blocks out of
the original 16 blocks (subheadings) that related to personnel to
administer and the chronological tasks of CDSMP. In total, 36
items were included in three versions of fidelity checklist. Among
these 36 items, 2 items were only included in the Fidelity-20 (“Have
all Leaders facilitate at least once a year,” and “Have trainees partic-
ipate in two practice teaching activities during training”). Just like
Fidelity-34, Fidelity-20 included at least one item of each question
block. However, Fidelity-12, as the shortest version of CDSMP
fidelity checklist, did not include any items from four question
blocks: “Fidelity after lay leader training;” “Fidelity before master
training;” “Fidelity when counseling out leaders/master trainers
during training;” and “Fidelity during workshops: Physical envi-
ronment and material resources.”Although Fidelity-34 was highly
recommended in Rounds Three and Four, CDSMP experts from
the telephone conference also recommended providing organiza-
tional partners with all three versions and allowing them to select
the best checklist based on their resources. For instance, organiza-
tions with time restraints and limited staffing may prefer shorter
checklist versions to the longer version, whereas organizations with
better staffing and time resources may want to utilize the more
thorough version of the checklist.
DISCUSSION
Using the original CDSMP fidelity checklist as a case example,
this research provides a methodology for streamlining fidelity
checklists that have many unique items, making field implementa-
tion resource-intensive and challenging. We see the methodology
described in this paper as our key contribution, which can be
applied to different EBPs. It should be noted that these shortened
checklists are for research only and require further field-testing
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Table 2 | Streamlined fidelity checklists using expert consensus method: a CDSMP case studya.
Checklist version
Fidelity-12 Fidelity-20 Fidelity-34
Question block #1: program coordinator qualifications
Ql They are very familiar with both the program fidelity and program implementation manuals X X X
Q2 They have observed a Leader or Master Training X X X
Question block #2: lay leader qualifications
Q3 They are not afraid to speak in front of groups – – X
Q4 They read, write, and speak the language of the workshop participants X X X
Q5 They are able to attend all 4 days of training and complete two practice teachings during training as
prospective leaders
X X X
Question block #3: fidelity before lay leader training
Q6 Apply for, renew, or confirm receipt of organization’s program licenseb – – X
Q7 Adhere to recommended schedule for leader trainings (total of 4 days: recommended 2 days per week for
2 weeks)
– X X
Q8 Have two certified master trainers who are committed to conduct entire training sessions X X X
Q9 Inform participants that their full attendance and participation is required on all training – – X
Q10 Prepare a complete leader’s manual for each participant – – X
Question block #4: fidelity after lay leader training
Q11 Have all leaders facilitate at least once a year – X –
Q12 Not let those leaders with whom there are concerns facilitate workshopsb – X X
Question block #5: master trainer qualifications
Q13 They are willing and available to attend a 4.5-day-master training X X X
Q14 They either have led two workshops as a leader either before coming to master training or are willing
and available to lead two workshops within 1 year after master training
– – X
Question block #6: fidelity before master training
Q15 Prepare master trainer manuals and leader manuals for each participant – – X
Q16 Determine the most recent training materials are being used for training (most current version are 3rd
edition, living a healthier life with chronic conditions book and CDSMP manual (2006)
– – X
Q17 Follow the Stanford Patient Education Research Center’s checklist for master trainings (obtained upon
confirmation of training request)
– – X
Q18 Inform participants their full attendance and participation is required on all training days – X X
Question block #7: fidelity during master training
Q19 Have trainees participate in two practice teaching activities during training – X –
Q20 Have trainees complete the second practice teaching session and demonstrate a minimum set of core
competency as observed by a master trainer or T-trainerb
X X X
Q21 Make sure that training must be at least 27 h, usually over 4.5 days – – X
Q22 Have training offered by two certified T-trainers – – X
Q23 Understand and agree with the importance of program fidelity – – X
Question block #8: fidelity after master training
Q24 Conduct one leader training a yearb X X X
Question block #9: fidelity in judging trainee competence during training
Q25 Adheres to the curriculum (also includes appropriate presentation of charts) X X X
Q26 Facilitates group contributions particularly in the following types of activities: brainstorming, action
planning, action plan feedback, and problem solving
– X X
Q27 Models activities appropriately – – X
Question block #10: fidelity when counseling out leaders/master trainers during training
Q28 Observe and document problem behaviors – – X
Q29 Give the trainee specific reasons and examples of why they are concerned – – X
(Continued)
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Table 2 | Continued
Checklist version
Fidelity-12 Fidelity-20 Fidelity-34
Q30 Tell the trainee what she/he did well, but also tell her/him clearly how they are expected to improve – – X
Question block #11: fidelity for lay leader and master trainer retention
Q31 Have defined protocols for resolution of potential personality conflicts, communication problems,
improper behavior with participants and co-leaders or co-trainers is in place
X X X
Question block #12: fidelity during workshops: physical environment and material resources
Q32 Have the necessary number and quality of educational materials and supplies – – X
Q33 Offer the workshop 2.5 h a week over 6 weeks – X X
Question block #13: fidelity during workshops: lay leader performance
Q34 Have two leaders teach the workshops X X X
Q35 Ensure that leaders use facilitation techniques appropriately and effectively – X X
Question block #14: fidelity after workshops
Q36 Track leader activity (i.e., programs they teach, retention rates)b X X X
X, include; –, exclude.
aCDSMP sites must comply with licensure and fidelity requirements as defined by Stanford University Patient Education Research Center. The purpose of
this research was to demonstrate the use of expert consensus method to streamline intervention fidelity monitoring checklists and to improve monitoring
of evidence-based program fidelity. For the most current CDSMP licensure information, please visit Stanford University Patient Education Research Center
(http://patienteducation.stanford.edu/licensing/).
bSome of these items represent a slight modification from the Stanford Self-Management Fidelity ToolKit (2010) to fit the current question format.
before specific endorsements can be made. The CDSMP fidelity
checklist has been updated since the time of this study, and a
new fidelity manual was developed that stresses the importance of
setting intervention fidelity within an overall fidelity plan. These
updated materials also distinguish “must do” fidelity strategies
from those that are“nice to do”to strengthen program fidelity (33).
For the most current requirements, please refer to the Stanford
University Patient Education Center website3.
Applying the expert consensus technique, we consolidated the
157-item CDSMP fidelity checklist into three abbreviated versions
without sacrificing fidelity items deemed essential by master train-
ers. Due to its overall length, the original Stanford checklist was
often used more as a self-assessment reminder rather than an
actual fidelity checklist. Given the importance of program imple-
mentation as a core component of program evaluation (21, 23),
we believe shorter fidelity checklists will prove beneficial to cur-
rent and future program leaders and coordinators who are trying
to implement EBP with limited financial or time resources.
Though the abbreviated checklists are likely less time-
consuming than the original version, further improvements may
be needed. First, any checklist should be seen as just one element
in an overall QA plan (38). Additionally, one might explore dif-
ferent delivery modalities. For example, enabling users to access
fidelity checklists online could further enhance their usefulness.
An online monitoring system would allow for real-time review
and feedback so that program coordinators and trainers can eval-
uate their progress and fidelity as implementation is occurring,
making changes when necessary to adhere to program guidelines.
3http://patienteducation.stanford.edu/licensing/
In addition to generating three abbreviated versions of CDSMP
fidelity checklist, this study also demonstrated an effective use of
expert consensus method for generating consensus from a broad
field of CDSMP experts with varying experience and perspec-
tives. When dealing with a diversity of opinions, problems may
arise due to conflicting viewpoints, self-censorship due to lack of
anonymity, incomplete feedback loops or poor communication,
or lack of defined statistical methods for attributing quantita-
tive values to subjective factors. Many of these potential pitfalls
were avoided by using three iterative rounds of online surveys.
Because respondents did not communicate directly, they were free
to express their opinions. Statistical and practical methods were
used to give each respondent’s perspective equal weight in reach-
ing consensus. In the Round Four telephone conference, expert
participants did directly communicate, but because much of the
work related to consolidating the list was already concluded, the
participants were able to reach consensus easily.
At the end of the process, we were able to identify the most
relevant and applicable items and garner experts’ endorsement of
the abbreviated checklists as useful. The methods employed in this
study could be used as a model for administrators of other EBP
aiming to reduce the length of a fidelity checklist for program
monitoring. However, it is important to note that CDSMP sites
must comply with licensure requirements and be familiar with the
official CDSMP Implementation and Fidelity Manuals, which will
need to be updated on a regular basis, if programmatic or licensure
requirements change.
Several limitations should be considered. First, our relying
on small-group processes should be understood for its lack of
true representation of the general CDSMP master trainer popu-
lation. Nevertheless, we believe the current study contributes to
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the literature related to streamlining a fidelity checklist because
of the relative large sample size (n= 114) in Round One survey,
and multiple rounds of survey, and a final telephone conference
with content experts. Second, our study is potentially limited by
focusing on one major stakeholder group, i.e., master trainers. The
inclusion of various opinions from CDSMP completers, lay lead-
ers, T-trainers, program developers, and researchers in academia
in the Round Three survey could have ensured better represen-
tation by various CDSMP implementers and stakeholders. Third,
the CDSMP program was revamped after the initiation of this
study. While some aspects of the program have been improved
upon, we believe the basic elements have remained consistent
to ensuring fundamental intervention fidelity based on what is
needed before, during, and after workshop delivery. Hence, the
need for shortened fidelity checklists is still relevant. Fourth, the
study was conducted within a specific time period when federal
funding was available for CDSMP implementation. Such changes
in the availability of resources and program demands may influ-
ence, which fidelity checklist items are most feasible to monitor.
However, the ever-changing context and limited funding resources
might make three short versions of the CDSMP fidelity check-
list helpful and valuable. Fifth, there were noticeable dropouts
between streamlining rounds. Since data were not collected from
the purposive list of participants, it was not possible to make real
comparisons between responders and non-responders. Sixth, we
note that generating one intervention fidelity tool may not be the
most effective or efficient way to capture all aspects of fidelity,
which could be implementation fidelity for leaders or program
fidelity for program coordinators and agency administrators. Last,
we do not know the level of expertise and knowledge among par-
ticipated master trainers since we did not collect this information.
Nevertheless, we strongly believe master trainers are appropri-
ate experts given the required level of training and experience
with delivering CDSMP. To retain their certificates, master trainers
are required to conduct 4-day Leader training within 18 months
of original training and conduct either a 4-day Leader Train-
ing, a 6-week series of community workshops, or a Leader cross
training (31).
CONCLUSION
Fidelity is critical to the successful dissemination of EBP. The chal-
lenge for the field is balancing resources for program delivery with
those for assuring intervention fidelity. In this study we explore
one avenue for reducing the administrative resources needed for
maintaining fidelity. The study demonstrates the importance of
finding ways to streamline intervention fidelity checklists for EBP,
suggesting several key points. First, an expert consensus method
is a viable approach to assessing the usability of fidelity checklists.
Second, online software (e.g., Qualtrics) can be used for efficient
data collection, analyses, and tracking of participant response with
built-in reminder systems. Third, it is important to have input
from stakeholders with various roles to have a comprehensive pic-
ture of intervention fidelity. We encourage researchers to apply
this expert consensus model to other EBP, and to conduct fur-
ther study of the reliability, validity, and practicability of fidelity
checklists.
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